A 36-year-old man presented with progressive enlargement of a nodule-like mass lesion on the right auricle for 2 years. He denied any event of trauma or insect bite injury related to the lesion. Although there had been no discomfort initially, pain, swelling, and compression tenderness during sleeping on the right side were noted as the mass increased in size. On examination, a well-circumscribed and elevated subcutaneous
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nodule measuring 6 mm in diameter with yellowish discharge through desquamated overlying skin was found on the right antihelical rim (figure).
The patient underwent excisional biopsy to remove the mass. The diagnosis was confirmed to be an auricular gouty tophus through histologic examination, which was compatible with the patient's 10-year history of gout.
Gout is a common and painful form of arthritis with Course Directors: Peter Catalano, MD, Yosef Krespi, MD, Herbert Silverstein, MD, Jack Wazen, MD, Ray Weiss, MD a well-characterized etiology; it is caused by an overload of uric acid in the body, resulting in recurrent attacks of acute inflammatory arthritis. Most patients with gout experience acute flares, commonly beginning in the lower extremities, such as the first metatarsophalangeal, midtarsal, ankle, or knee joint, 1 followed by recurrent attacks and the subsequent formation of gouty tophi.
Deposition of monosodium urate crystals also can occur in the ear as painless auricular gouty tophi, the most common form of gouty tophus occurring in the head and neck region. 2 The auricle, with its supersaturation of blood uric acid due to decreased temperature and reduced blood flow, is prone to develop gouty tophi. Auricular gouty tophi can either present concomitantly with other soft-tissue tophi or develop as a unique and initial sign of gout, as reported in previous literature 2 and in our case.
Differential diagnoses for nodules or papules on the auricle include chondrodermatitis nodularis helicis, actinic keratosis, verruca vulgaris, amyloids, or even malignancies such as basal cell carcinoma or squamous cell carcinoma. 3 Preoperative diagnosis of such papulonodular lesions may be difficult.
Hyperuricemia does not usually cause gout. Patients with gout usually exhibit high serum urate levels for a period greater than 5 years, 4 whereas the end product, gouty tophi, will take a longer period (~10 years) to develop. Although gout generally occurs in the middle-aged population and seldom affects children and young adults, 5 triggering factors such as a high purine diet, alcohol use, and diuretic therapy may contribute to the development of gout at a young age. Our case highlights the impact of dietary and lifestyle habits, with auricular gouty tophi presenting in a relatively young adult. Histologically, TGDCs are lined by respiratory epithelium, squamous epithelium, or a combination of both (figures 1 and 2 ). An inflammatory infiltrate is invariably present, associated with granulation-type tissue, which may obscure the epithelium when intense or showing a foreign-body giant cell reaction ( figure 2 ). In about 70% of cases, microscopic foci of ectopic thyroid gland tissue will be seen within the wall of the cyst or within the adjacent soft tissue (figures 1 and 2) . The foci are minute in many instances, requiring careful review, sometimes even including a TTF1 immunohistochemistry study.
In approximately 3% of cases, an associated thyroid gland carcinoma may be seen; most (>99%) are papillary thyroid carcinomas. The differential diagnosis includes a branchial cleft cyst, a bronchogenic cyst, an epidermal inclusion cyst, or a dermoid cyst, but the anatomic site, histologic lining, and identification of thyroid tissue help with this separation.
